NCD risk factors in Malawi: population characteristics matter
Sub-Saharan Africa is facing a double challenge: a dramatic increase of the population on one hand, and an epidemiological transition on the other. The African population is predicted to reach more than 2·6 billion by 2050, 1 and the distribution will change from a predominantly rural population to a mostly urban one. Meanwhile, an epidemiological transition is happening in sub-Saharan Africa, with an increase in the burden of non-communicable diseases (NCDs)-including cardiovascular disease, cancer, and metabolic disordersdriven by common risk factors. The leading risk factors for the surge in cardiovascular disease and cancer in Africa described in the 2016 Global Burden of Diseases study 2 were smoking, high systolic blood pressure, high body-mass index (BMI), high fasting glucose, low birthweight, and short gestation.
In The Lancet Diabetes & Endocrinology, Alison J Price and colleagues report findings from a large epidemiological survey done in two sites Malawi: rural Karonga District and urban Lilongwe. 3 More than 28 000 inhabitants aged over 18 years were included. The authors describe not only the increasing prevalence of overweight and obesity, hypertension, and diabetes, but also estimates analysed by sex, age, and rural or urban residence. The median age of the population was about 32 years. In this low-income country, prevalence of hypertension, diabetes, and overweight or obesity were respectively 15%, 2%, and 13% among men, and 14%, 2%, and 35% among women. The authors stratified participants by age, and-as might be expected-the risk ratios of hypertension, over weight, and obesity increased sharply with age. Notably, risk also increased earlier among urban residents and was associated with higher levels of education and wealth.
These data are in accordance with previous studies done in sub-Saharan Africa. In a 2009 survey 4 using a WHO STEPwise approach in Malawi, 4 87·4% of the 5206 participants included were from rural areas. Raised blood pressure was highly prevalent in both rural and urban settings, affecting up to 32·9% of participants, and overweight and obesity were more common in urban than in rural areas. In the female population, BMI was 25 kg/m² or greater in 28·1% of participants, and 30 kg/m² or greater in 7·3% of participants. In Price and colleagues' study, 3 5 from Benin, including 6762 participants. In this setting the prevalence of both obesity (16·5% vs 5·9%) and diabetes (3·3% vs 1·8%) was greater in urban than in rural areas, and these differences were most striking in women, reaching up to 24·6% in urban women compared with 8·9% in the rural female population. However, in women in low-income countries the relationship between location of residence and being overweight is more complex than these data suggest, where urban women have a higher risk of being overweight but as wealth and socioeconomic status improve, obesity shifts to groups with lower socioeconomic status. 6 Although the female predominance of partici pants in both Malawian surveys might constitute a bias, the data they provide are informative. First, they confirm that the burden of NCDs associated with the leading risk factors for NCDs is substantial and differs according to location of residence. Second, the burden of overweight and obesity was particularly high in the urban female population, even for those younger than 40 years. Third, increased levels of education and wealth were not associated with reductions in risk factors for NCDs. Last, these risk factors often went undetected and untreated.
These data raise important questions. In such a young population, early exposure to these risk factors might result in a dramatic increase in NCDs, particularly diabetes and cardiovascular disease. In a low-income country, medical resources are often scarce and the low socioeconomic status of most people with NCDs further restricts their access to medical care, so prevention and early detection of individuals at risk remain the most important interventions. Prevention requires both population-wide and individual approaches. Interventions, particularly education tools, must be tailored to the target population's characteristicsincluding sex, residence, understanding and perceptions of the disorder, and socioeconomic status. Price and colleagues' study provides a comprehensive assessment of the burden of key NCDs and their associated risk factors in Malawi, and should contribute to the
